The Specialty Section *Eating Behavior* covers a wide range of topics related to food, nutrition, and eating both in animals and humans. These include cognitive, emotional, physiological, and behavioral responses to food and food-related cues; individual, social, cultural, and developmental factors affecting eating behavior and food choice; interactions of body image perception and physical activity with eating and appetite; eating disorders, and many more. Contributions in all of these areas are welcome.

An area, which embraces most of these topics, concerns one of the biggest challenges of our time: preventing and treating obesity. Obesity is defined as a condition of excessive fat accumulation in adipose tissue to the extent that health may be impaired (World Health Organization, [@B31]). Although the health threats of obesity have already been described for centuries (Haslam, [@B13]), obesity has not been a major public health problem until prevalence rates started to rise so extensively over the last decades that it can now be considered a global pandemic (Ng et al., [@B20]). Obesity is the result of a positive energy balance, that is, energy intake exceeds energy expenditure. While increasing energy expenditure obviously requires engaging in an effortful activity (e.g., exercising), decreasing energy intake appears to be a simpler method at first glance: individuals merely have to eat less food or substitute previously consumed energy-dense foods with other foods that are less energy dense.

While behavioral treatments that aim at increasing physical activity and/or reducing energy intake are successful in promoting behavior change and, therefore, weight loss, the majority of individuals usually regain weight after termination of such programs, often even exceeding the initial weight after a few months or years (Lowe, [@B19]). The most successful (and long-lasting) non-behavioral weight-loss treatment appears to be bariatric surgery (e.g., gastric bypass; Colquitt et al., [@B6]). This approach, however, is unsuitable as a panacea for all obese individuals due to substantial downsides such as surgery costs, complications during or after surgery, adverse effects (e.g., dumping syndrome), the need for life-long nutritional supplementation, or overstretched skin as a result of the rapid weight loss (de Zwaan et al., [@B9]). Thus, there is an urgent need for developing new or modifying existing weight-loss treatments.

Indeed, research on new ways how to decrease unhealthy food intake seems to be flourishing. The recent rise in eHealth technology (e.g., mobile health applications using smartphones or other portable devices, Internet-based interventions) has created an opportunity to implement preventions and interventions to large parts of the population at little cost. It is not surprising, therefore, that recent research is increasingly aiming at integrating eHealth technologies in behavior modification approaches. For example, a growing number of studies examines the use of computerized tasks, such as motor response inhibition/facilitation trainings, approach-avoidance trainings, or attentional bias modification in order to modify dietary choices. These techniques are proposed to change eating behavior by changing motor responses (e.g., approach-avoidance tendencies) toward food, by altering the motivational value of food, by modifying attention to food, and/or by rule-based learning mechanisms (Stice et al., [@B25]). Other approaches use ecological momentary interventions (e.g., text-messaging and other smartphone-based applications) to incorporate psychosocial treatments in daily routine (Heron and Smyth, [@B15]; Boh et al., [@B2]).

EHealth technologies constitute a strategic ally to sustainable development goals and to attaining universal health coverage through enabling equitable access to high quality, safe, effective, and affordable health care services (Hussein, [@B17]). Nevertheless, just as in traditional behavioral weight-loss treatments, there is still one major obstacle: they require self-regulation. Performing training sessions or using smartphone apps is an effortful process that requires constant motivation and available cognitive resources. In our obesogenic environment, which promotes physical inactivity and provides easy access to cheap, palatable, energy-dense foods, it appears that any kind of weight-loss treatment, which relies on self-regulation, is bound to fail. In his book *Slim by Design*, Brian Wansink even suggests that the solution for mindless eating is not mindful eating because this will not be successful in the long run. Instead, individuals would just need to change their food environment, which leads them to eat too much in the first place, often without them being aware of it (Wansink, [@B30]).

In line with this view, researchers have long called for population-based prevention approaches that alter exposure and access to high-calorie foods and beverages (Brownell and Frieden, [@B4]; Gearhardt et al., [@B10]). For example, increased taxation and limitation of advertising of alcohol and tobacco reduces their consumption, while educational campaigns are largely ineffective (Perry and Creamer, [@B21]). While substituting caloric soft drinks with non-caloric, sweetened soft drinks has been found to facilitate weight loss (Rogers et al., [@B22]), extensive food marketing to children (e.g., via advertising on television) is known to increase preference for and consumption of high-calorie foods (Boyland and Halford, [@B3]). As a consequence, taxation of sugar-sweetened beverages has already been enacted in some countries (Levell et al., [@B18]; Scarborough et al., [@B23]), and limiting food advertising, particularly to children, has been demanded as well (Harris et al., [@B12]). Thus, it is our contention that one of the biggest challenges in the field of eating behavior research is to conceive of and implement both prevention and intervention approaches for obesity that only require minimal effort by the individual and instead "nudge" them to more healthy food choices and reduced energy intake (Thaler and Sunstein, [@B29]). While more effortful approaches may lead to weight loss, they will likely not lead to long-term weight maintenance. A word of caution concerning the nudge approach: despite its popularity, as evident from the establishment of nudge units at public policy level in a number of countries (e.g., UK, US, Denmark, Singapore, Canada), the systematic investigation and implementation of nudges to create behavior change is still in its infancy and lags behind the somewhat pre-scientific and, therefore, premature enthusiasm by some policy makers.

Another challenge in obesity prevention and intervention is that obese individuals represent a heterogeneous population. For example, Stunkard has described different eating patterns among obese persons as early as 1959, when he differentiated between *eating without satiation, binge eating*, and *night eating* (Stunkard, [@B26]). These and other eating patterns have since been well-documented in children and adults in experimental studies (e.g., Tanofsky-Kraff et al., [@B27]; Dalton et al., [@B8]; Dalton and Finlayson, [@B7]; Hofmann et al., [@B16]). In contrast to these findings, however, the majority of studies in both basic and applied obesity research compare obese versus normal-weight individuals, although these groups are merely defined by their body mass index, without regard to their eating behavior. Therefore, it appears inappropriate to consider obese individuals as a homogeneous group, for which all treatments will be equally effective (Carter and Jansen, [@B5]). Accordingly, a recent study showed that a tailored family-based obesity intervention turned out to be more successful for reducing weight and increasing healthy food intake in children than a usual care program (Taylor et al., [@B28]). Similarly, it has been suggested that for prevention approaches to be effective, food-policy actions should be tailored to the characteristics of the people they seek to support (Hawkes et al., [@B14]).

In conclusion, there is much to be gained from the adoption of eHealth technologies for the improvement of existing and development of new prevention and treatment programs, and the recognition of the importance of tailoring programs to the needs of the target population. Nevertheless, much needs to be done in terms of the systematic investigation of nudges, that is, non-fiscal and non-regulatory interventions that steer (nudge) people in a specific direction while preserving choice. Less attention has been paid to "boosts" (Grüne-Yanoff and Hertwig, [@B11]) conceived as a distinct form of intervention, the ultimate goal of which is to make it easier for people to exercise their own agency in making choices. In any case, for behavior modifications to be successful and durable, it will be crucial to address self-efficacy, a malleable resource, which is of prime importance in the area of health behavior change (Schwarzer, [@B24]). Self-efficacy is positively associated with persistency, decisiveness, and constructive ways of dealing with failures (i.e., resilience; Bandura, [@B1]). Hence, through the association with better coping styles and promotion of agency, higher levels of self-efficacy are likely to reduce the negative effects of, for example, health-damaging choice-behaviors on diet and physical activity, above and beyond effects of nudges and boosts.
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